Introduction
Trauma is the leading cause of death and disability in children greater than one year of age [1] . Despite this fact, it is still a relatively uncommon event and many trainees do not get adequate exposure to it without the use of simulation [2] . Much of the available literature indicates that the repeated use of high-fidelity simulation can improve the acquisition of knowledge, skills, and attitudes, as well as their translation to the clinical setting in relation to neonatal and pediatric resuscitation, Cardiopulmonary resuscitation (CPR) and procedural skills, including airway management [3] [4] . "Procedural skills that used to be taught with the "see one, do one, teach one" approach are now being taught with a safer approach: "see one, simulate a lot, do one, teach one" [4] .
Pediatric trauma can present the emergency room physician with challenges that are unique compared to adult trauma. Firstly, trauma in the pediatric setting is emotionally charged. Secondly, due to differences in anatomy and physiology in children compared with adults, injury management also differs in some regards. For a physician not working primarily in a pediatric trauma center, these differences may add an element of discomfort when dealing with the injured child. Although many injuries can be managed initially in a general emergency department, more seriously injured children require transportation to a designated pediatric trauma center.
The use of simulation can help to familiarize residents, as well as practicing physicians, with the various elements of pediatric trauma, thereby improving performance in real-life situations. Simulation is a useful tool to improve medical skills and knowledge. It also addresses the less tangible aspects of running a trauma; for example teamwork [5] , dealing with death or significant morbidity and emotional reaction of the healthcare team. This is especially important in the pediatric setting.
Technical Report
This in-situ simulation training session was conducted in the emergency department at the Janeway Children's Health and Rehabilitation Centre using a high-fidelity mannequin simulator. This particular simulation used Laerdal SimJunior™ (232-05050).
Prior to the session, a comprehensive stepwise scenario template was developed ( Table 1) . This process required compiling all of the relevant clinical data and supporting documents, such as x-rays (Figures 1, 2 ) and laboratory data, that were to be used during the scenario execution. This was submitted to the simulation laboratory technical staff who then programmed the mannequin and supplied any necessary materials for the simulation. To ensure a smooth experience for trainees, an instructor completed a run-through of the scenario while acting as a trainee, prior to formal learning sessions. During a learning session, two instructors were present, one who maintained overall control of the scenario, and the second who took notes for the subsequent debriefing.
Pre-Briefing
A pre-briefing was held with the trainees before the case. Limitations of the simulation were reviewed, in particular addressing technical issues with the mannequin and resource availability. The fiction contract agreement between participants and instructors to proceed as if the simulation is real while, simultaneously acknowledging it was not addressed [6] . Finally, trainees were advised that the case is strictly formative.
Case
In this simulation case, an eight-year-old male is brought to a community hospital after being struck by a pick-up truck as he ran across the road. His father, who accompanied the boy in the ambulance, saw the accident and said he did not think the boy lost consciousness. Upon request, trainees are provided with details of the patient's allergies, medications, and a past medical history that includes mild asthma. Learners were advised if an investigation was normal and/or were provided with a normal result from the simulation laboratory database.
At the beginning of the scenario, the patient is already connected to cardiac monitors with a full set of vital signs provided by emergency medical services (EMS) indicating an axillary temperature of 36.5 °C, tachycardia, and a blood pressure of 100/65. The scenario takes place in the trauma room of a community hospital with a full complement of resuscitation and intubation equipment on hand, as well as point of care ultrasound (PoCUS). Also available are crystalloid or colloid fluids, blood (O -and type-specific), a rapid infuser, warming devices, splints (including Thomas), lab, x-ray, and computed tomography (CT). There are two registered nurses as well as a respiratory therapist working, and there is a general surgeon on call at the nearest trauma center.
The trainees are then instructed to proceed with their evaluation of the patient.
Debriefing
Following the conclusion of the scenario, trainees were provided with a formal debriefing. Care was taken during the debriefing to ensure that the number of debriefers is limited such that the debriefer-to-learner ratio does not exceed one: one. The debriefing is ideally lead by an educator with experience in debriefing; the principles of good judgment and frame discovery should be central to the process [7] .
Post-Scenario Didactics
A didactic session was held after the debriefing. During this session, instructors were able to address any learning needs identified through the scenario and debriefs, and trainees were given the opportunity to strengthen knowledge gained through the simulation exercise. The following is meant to be a guide only, not a complete discussion.
Objective 1: Develop an approach to pediatric trauma: A general approach to trauma as outlined by the advanced trauma life support (ATLS) guidelines should be reviewed [8] . This provides the learner with a systematic, routine approach that prioritizes life and then limb threatening injuries. A thorough secondary survey can be conducted once the primary survey is complete and any life and limb threatening injuries are stabilized appropriately. Special consideration should be given to the mechanism of injury and the possible resulting injuries. In this case, suspicion for a femur fracture is high as this is common for children involved in an multi-voxel pattern analysis (MVPA). Chest and abdominal trauma must also be ruled out in any child hit by a vehicle [9] . It is also important for learners to recognize that children are likely to be reassured by the presence of a parent or caregiver and that this will diffuse some fear, enabling easier assessment and management of injuries. Of course, a parent or substitute decision maker is required to be involved for informed consent when emergent care will not be delayed to obtain consent.
Objective 2: Recognize common pediatric injuries and their appropriate management: Although the basic tenets of trauma are the same for adults and pediatrics, special consideration should be given to a few differences. For example, c-spine injury patterns vary in young children due to anatomical differences; chest wall damage may be minimal despite significant pulmonary or cardiac injury due to rib cage compliance; abdominal solid organ injury is more likely in children in the setting of blunt trauma [9] . The educator should be familiar with pediatric trauma and therefore be able to highlight any knowledge gaps amongst the learners.
Objective 3: Prepare for transport to a trauma center: The logistics of transportation from a regional center to a tertiary trauma center will vary from center to center. However, certain principles apply to all situations. Distance to the trauma center and the time required to mobilize transportation should be considered. Is ground or air transport available? Which is more appropriate to the geography, as well as to the urgency of the patient's condition? It is important to ensure that staff trained to manage the severity of the patient's injuries are available to accompany the patient. It is also important to ensure measures are taken to reduce morbidity or mortality during transport. For example, a patient may be electively intubated prior to transport if deterioration of the airway is anticipated during transport. The open femur fracture should be cleaned and dressed with minimal handling and then splinted before transport. The elbow fracture should also be splinted before transport. Also, fluid resuscitation,
